INTRODUCTION
Recent health care reforms leave practitioners, policymakers and researchers wondering what systematic changes will occur in the next few years. The need to monitor the success of these changes will increase as implementation moves forward.
The University of Iowa Public Policy Center has provided the Iowa Department of Human Services (IDHS) with outcome measures related to the Medicaid program for over 15 years. For the past six years the PPC has provided a consistent set of measures as recommended by CMMS that include: In addition, Annual Dental Visit has also been included due to the dental disparities within Iowa.
ELIGIBILITY
Eligibility measures are calculated for three groups: people in managed care (MediPASS); people in the traditional fee-for-service program (FFS); and people enrolled through Supplemental Security Income program (SSI). Enrollees eligible for managed care are income eligible and live in a county where MediPASS (primary care case management) is available. Enrollees included in the FFS measures live in counties that do not have a managed care option available because providers are not willing to participate or counties that may have a managed care option that is not available to everyone due to geographic constraints. The SSI population is included to provide additional information regarding their care process and outcomes. 
FFS SSI
Because disclosing race is optional for Medicaid enrollees, we have included the distribution in Table 1 utilizing the categorizations as listed by Medicaid. The majority of enrollees indicate their race/ethnicity as white. Enrollees indicating their race/ethnicity as Black compose another 8% of the population, while those indicating Hispanic or Multiple-Hispanic compose another 8%. Perhaps most surprising is the percent of enrollees that do not report race/ethnicity. Since this piece of information is optional, nearly 50,000 enrollees (23%) from the three programs are listed as unknown. . A child following the schedule will experience well-child visits at 2-3 days, 1 month, 2 months, 4 months, 6 months, 9 months, 12 months, and 15 months of age. These visits are to assess and address developmental issues, provide anticipatory guidance to parents, and determine the health of the child. Often the visits are used to provide needed immunizations for children, though immunizations are not required at all scheduled visits. For the HEDIS measures we indicate the proportion of children who turned 15 months of age during SFY 2009 and had 0 visits, 1 visit, 2 visits, 3 visits, 4 visits, 5 visits, and 6 or more visits. To be included in the measure children had to be eligible for at least 14 of the first 15 months of life. Tables 2 and 3 provide the rates for the three groups. Table 2 provides the rates of well-child visits based on the timing recommended by AAP as listed above, only visits that fall within a 2-4 week window of the recommended time are counted, while Table 2 includes all visits regardless of whether they occurred within the time frame of the AAP recommendations. These numbers provide endpoints for the visit estimates. Though it may not be critical that well-child visits occur at precisely the time recommended, most providers would agree that the schedule is reasonable and provides for the evaluation of developmental delays and provision of anticipatory guidance at crucial junctures. Whether we are looking at the rates in Table 2 or Table 3 it is clear that the proportion of children receiving at least 6 well-child visits is not acceptable. Though it is nearly impossible to have all children obtain all 8 visits, it is reasonable to expect that all children would have at least 1 well-child visit and that more than 50% would obtain 6 or more visits.
In an attempt to determine which well-child visits are most likely to be missed by In addition, this year we removed screening visits from the counts. These are visits that appear in the claims data with T1015 or T1016 as the CPT codes. These claims meet the protocol set by HEDIS with a diagnosis code of V70.0-V70.9; however the activities represented by these codes are screening and normally do not include the level of evaluation and guidance that are expected in a well-child visit. Removing these visits reduced the proportion of children that had well-child visits at all recommended times.
Children in the SSI program continue to be the least likely to get a well-child visit at any time. Further research is required to determine why this may be. In Figure 4 we show the trend for visits in the first 15 months of life across all groups over the last 5 years. For SFY 2009 we used only children that were in managed care or FFS to avoid the bias created by the low proportion of children with visits in the SSI population. The figure shows that the number of children that had no well-child visits in the first 15 months of life may be leveling off over time, though it has increased for the previous 3 years.
Only about 30% of children were able to access 6 or more well-child visits in the first 15 months of life at the recommended intervals. Though 100% compliance may be an unreasonable expectation, a target rate of 40% could be set. If timing is not an issue, then the target rate could be set at 50% for the number of visits regardless of timing. Ultimately, it is preferable for the rates for the two methods to become similar as parents begin to understand the importance of timing. We would recommend continuing to monitor the rate through both methods. Table 4 indicates the rates by age and across three to six year olds. As we have seen over and over again, the rate for well-child visits drops after 5 years old. The 5-year check is needed to administer immunizations required to enter the public school system in Iowa. Once a child enters school parents seem much less likely to schedule a well-child visit.
The managed care rate of approximately 60% is just below the national mean for Medicaid HMOs. The well-child visits rate for children 3-6 years old was lower this year due to adjustments in the method designed to eliminate the inclusion of screening visits. Though it is lower than in the past, the rate is still very close to the mean for all Medicaid HMOs nationally. The target rate should be set at 65% with efforts made to work with the department of education to possibly require well-child visits or strongly encourage well-child visits. Figure 5 . Proportion of children with a well-child visit by age and year
Adolescent well care
This year adolescent well care was included in the measures to provide information on the level of services that adolescents are accessing. Adolescent well care visits are required for students who would like to participate in school-sponsored sports teams. In addition, the development and recommendation of the HPV vaccine is expected to increase the rate of well care for adolescents as young women must have a visit with a provider to understand the risks and benefits of the vaccination. Adolescent well care visits are important to monitor and guide adolescent as they are exposed to a wide variety of age-specific risks. In addition, adolescents may have questions regarding their health and behavior that they would like to direct to responsible adults other than parents. Providers may be the most logical adults to fill this role. Table 5 provides the rates of adolescent well care for SFY 2009 by gender. The rates are much lower than those for children 3-5 years of age. Clearly the rate of well care drops after entering school and does not increase significantly over time. Perhaps most problematic is the dramatic difference between the rate for young women and men. Young men were significantly less likely to have a well care visit during this time. Figure 6 provides a chart indicating the percent of adolescents with a well care visit by age and gender. Gender does not appear to make a difference until later in the teen years when women may be more likely to be accessing well care for pregnancy prevention and well woman care. 
Annual dental visit
The American Dental Association recommends that all children be seen by six months of age. Early visits are necessary to establish good cleaning habits, understand tooth development and provide guidance on nutrition for healthy teeth. There can be a variety of barriers to oral health care for children including a shortage of dentists who will see children under 3, lack of transportation, parents' fear of dental care, and attitudes of dental office staff toward families with Medicaid coverage.
This year the report provides two measures of dental access. Table 6 presents the Annual dental visit measure just as it has been calculated in the past, with a dental visit being defined a claim submitted by a dentist. These rates for the managed care enrollees are reflected in Figure 7 and remain stable as compared to previous years. Table 7 presents the rates for dental visits regardless of provider type. These visits are defined by claims with a CDT code (D0120-D0999). Provider types for these visits include clinics (including Community Health Centers), dentists and Federally Qualified Health Centers (FQHC). Clinics and FQHCs may not indicate the type of practitioner providing services. Therefore, though Table 6 includes just dentists, Table 7 includes visits to dentists and dental hygienists. The proportion of children receiving an annual dental visit by age has remained stable for the past five years. Rates continue to be lower among all programs for children two or three years of age as compared to other age groups. The rates increase for children in the elementary school ages and then decrease again as children become adolescents and young adults, though they remain higher than in the youngest group. The rates are higher for all age groups when the rates include visits to clinics and FQHCs, however, these visits may be screening visits provided by dental hygienists at off-site locations. Screening visits are not used for treatment planning, and may not provide a comprehensive assessment.
The proportion of children who get an annual dental visit is above the mean for Medicaid nationally in all age groups (NCQA does not provide a mean for the 2-3 year olds). It may be most advantageous for Iowa to focus on increasing the target rates for children 2-3 years of age from 30% to 40%. Though increasing the proportion of children receiving a dental visit in all groups is desirable, increasing the rate in the youngest children should translate to an increase in every age group over time. Children and adolescents' access to primary care practitioners
Rates of access to primary care practitioners include well-child visits as well as visits for acute or chronic illness care. The denominator consists of children who turned 12-24 months, 25 months to six years, seven to eleven years, and 12-19 years during the measurement year. Children 12 months to six years had to be eligible for at least 11 months during SFY 2009, while children and adolescents 7-19 years old had to be eligible for at least 11 months during SFY 2009 and at least 11 months during SFY 2008. This measure included only physicians with a primary care specialty (general practice, family practice, pediatrics, OB-Gyn, and internal medicine) or visits to the hospital indicating a family practice clinic or general medicine clinic, or a visit to a rural health clinic or FQHC.
The proportions of children and adolescents with access to primary care practitioners are listed in Table 8 . The rates are high with every age group within each program achieving an overall rate of over 75%. Over 90% of children 12-24 months within all three programs had access to primary care practitioners. These rates indicate that a lack of well care does not translate into a complete avoidance of needed ambulatory care. 
Use of appropriate medications for people with asthma
The denominator for this measure consists of individuals who have been enrolled for at least 11 months during each of SFY 2009 and SFY 2008 and met the case finding criteria for persistent asthma (see Appendix H). The numerator consists of individuals with persistent asthma who were prescribed primary asthma therapy. Changes in the measure over time make it very difficult to compare the rates from year to year. In point of fact, the age categories changed from 5-9 years, 10-17 years, and 18-56 years from the start of the HEDIS measure through SFY 2008 to 5-11 years and 12-50 years. The proportions of children and adults using the appropriate medication for asthma are shown in Figure 8 . The use of preferred therapy for children and adults with persistent asthma are similar across the program types, though they differ by age. Older persons are less likely to have the preferred therapy, however, since the measure combines all persons 12-50 years of age it is difficult to determine what age groups are least likely to receive the therapy. Though adults do not comprise a large share of the Medicaid managed care eligible population, they do comprise the largest share of the SSI population. It is imperative that adults, particularly those with chronic illness and/or disability, have adequate access to medical services to ensure the rapid diagnosis and proper treatment for not only acute problems, but chronic illnesses that may be emerging. The denominators for these rates include all adults who turned 20-44 years of age or 45-64 years of age during SFY 2009. The numerators for the rates include the adults in these age groups who had at least one preventive or ambulatory visit during SFY 2009. The rates for adults' access to preventive/ambulatory health services are given in Table 10 . Rates are over 60% for the 45-64 year olds regardless of the program and over 85% for the 20-44 year olds in MediPASS or the fee-for-service programs. These rates indicate that access to medical care is high; however it is much lower for enrollees categorized as SSI. Performance targets should be set at 90% for both ages across MediPASS and FFS programs, but should be set at 75% for those in both age groups in SSI. 
64%
The prenatal care rate is the proportion of women with a delivery who received a prenatal care visit within the first trimester or within 42 days of enrollment. The postpartum care rate is the proportion of women with a delivery who had a postpartum visit on or between 21 and 56 days of delivery. The denominator for both rates is the number of women with a live delivery between May 6, 2008 and May 5, 2009, who were continuously enrolled for 43 days prior to delivery through 56 days after delivery. The numerator for the prenatal care rate is the number of women in the denominator who had a prenatal care visit in the first trimester of care or within 42 days of becoming eligible. The numerator for the postpartum care rate is the number of women in the denominator who had a postpartum care visit between 21 and 56 days after delivery.
Between 6 May 2008 and 5 May 2009 there were 12,984 live birth deliveries identified for which the mother was continuously enrolled between 43 days prior to the delivery and 56 days after the delivery. Women who had bundled prenatal care codes were far more likely to have received early prenatal care than those without bundled care (80% c.f. 27%). Women continuously enrolled for the first trimester were more likely to have received early prenatal care than women whose enrollment commenced during the first trimester (77% c.f. 74%). Approximately 50% of women who were not enrolled until after the first trimester received timely prenatal care.
Rates of postpartum care are presented in Table 12 . The rate of postpartum care increased slightly from SFY 2008 to SFY 2009 from 35% to 40%. A number of women have Healthcare Common Procedure Coding System (HCPCS) codes indicative of postpartum care received at a maternal health center or a rural health center. These codes have been included to be indicative of postpartum care in Table 12 . HCPCS are not used to in the HEDIS definitions and are, therefore, not routinely used in these outcome analyses. It seems reasonable to modify the HEDIS outcome measures for prenatal and postpartum care to reflect the care received at maternal health centers and rural health centers by including HCPCS codes. 
Comprehensive diabetes care: Hemoglobin A1c testing
The HEDIS measure for comprehensive diabetes care includes Hemoglobin A1c testing, HbA1c poor control, HbA1c good control, eye exam, LDL-C screening performed, LDL-C control, medical attention for nephropathy, and blood pressure control. We have chosen Hemoglobin A1c testing as an easy, effective method to determine whether proper monitoring of diabetes is occurring. The denominator for this measure includes all enrollees 18 to 75 years old identified as having diabetes and enrolled for at least 11 months during SFY 2009. The numerator consists of all enrollees in the denominator with Hemoglobin A1c testing done during SFY 2009. The proportion of enrollees with diabetes that had hemoglobin A1c testing are shown in Table 15 by program. The proportion of adults with testing is highest in SSI and lowest in MediPASS. These rates are higher than last year; this may be due to more accurate identification of those with diabetes, improved testing practices, or better coding of office procedures. These rates approach an acceptable level, though all diabetics should be tested, a target rate of 90% should be set for the future. 
APPENDIX H: TECHNICAL SPECIFICATIONS FOR OUTCOME MEASURES

Well-child visits in the first 15 months of life
Denominator: Children who turn 15 months of age during the measurement year and are continuously eligible for the period from 31 days of age through 15 months of age with no more than a 1-month gap. Whether children are 31 days of age is calculated by adding 31 days to the date of birth and whether they are 15 months is calculated as the date of the first birthday plus 90 days. Numerator: Children within the denominator who had a well-child visit defined by any one of the procedure codes: 99381, 99382, 99391, 99392, 99432 or one of the diagnosis codes: V20.2, V70.0, V70.3, V70.5, V70.6, V70.8, V70.9. Rates: Seven rates are computed for this measure. These rates encompass the proportion of children that had 0, 1, 2, 3, 4, 5, or 6 or more well visits during the 15-month period.
Well-child visits in the third, fourth, fifth, and sixth year of life
Denominator: Children who turn three through six years of age during the measurement year and are eligible for at least 11 months during the measurement year. Numerator: Children within the denominator who had a well-child visit defined by any one of the procedure codes: 99382, 99383, 99392, 99393 or one of the diagnosis codes: V20.2, V70.0, V70.3, V70.5, V70.6, V70.8, V70.9. Rates: Five rates are calculated, one for each year of age and one combined.
Annual dental visit
Denominator: Children 2-21 years of age who are eligible for at least 11 months during the measurement year. Numerator: Children within the denominator who had a visit with a dental provider during the measurement year. Rates: The rate is calculated for six age groups: 2-3 years old, 4-6 years old, 7-10 years old, 11-14 years old, 15-18 years old, and 19-21 years old.
Children's and adolescent's access to primary care practitioners
Denominator: Children who turn 12 months-6 years of age during the measurement year and who are eligible for at least 11 months during the measurement year and children 7 years of age to adolescents 19 years of age who are eligible for at least 11
